In cases of multiple facial trauma and other specific cases, an anesthesiologist may be asked to convert an oral endotracheal tube to a nasal endotracheal tube or vice versa. Conventionally, the patient is simply extubated and the endotracheal tube is re-inserted along either the oral or nasal route. However, this can be a challenge to an anesthesiologist if there is bleeding and/or edema due to previous surgery or nasal trauma, or during nasal endotracheal tube insertion. Edema due to prior surgery can cause anatomical changes in the airway, too. To address these situations, various methods have been reported including tube exchangers, fiberoptic bronchoscopes (FOB), nasogastric tubes and other methods [1] [2] [3] [4] [5] [6] .
Each method has its own advantages and disadvantages.
Here we have reported two cases of tube exchange with the aid of FOB and a C-MAC video laryngoscope with consent from the patients for publication of their cases.
CASE I
A 21-year-old man (ASA class I, weight 67 kg, height 171 cm) with a nasal bone and mandible fracture was scheduled for closed reduction of the nasal bone and open reduction with internal fixation of the right mandibular angle (Fig 1) . His past medical history was unremarkable; he had no history of previous surgeries. Preoperative evaluation including laboratory tests, electrocardiography, and chest radiography was normal. There were no specific findings upon airway examination, including mouth endotracheal tube loaded on the Glidescope ® rigid stylet [6] . Despite satisfactory visualization of vocal cord, it was difficult to direct the tube toward the vocal cord and the procedure induced bleeding in the airway. They then used an FOB instead of the rigid stylet and were able to gently insert the FOB into the vocal cord, successfully intubating the patient [6] . Video laryngoscopes have their specific curvature and they can show a good view of glottis even in difficult airways, but despite the use of a stylet, directing the ETT to the vocal cords can be difficult and can induce injury to airway structures [6] [7] [8] [9] .
Third, the method we used to exchange the tube position using both a C-MAC video laryngoscope and a FOB can minimize non-ventilation time results by decreasing the risk of desaturation. And the risk of dislodgement of the intubation conduit or loss of airway is very low. In our case, it took only 14 seconds from extubation to re-intubation. Thus, using a FOB with a video laryngoscope can be a good technique for tube exchange and difficult airway management. We did not use a nasogastric tube or tube exchange catheter, which, when inserted blindly can cause airway trauma. Also, this method can be used in case of oral to oral tube exchange when difficult airway management is expected.
The problem related to the difficulty in passing the ETT threaded on the FOB has been previously described. To overcome this problem many techniques and tube designs have been invented [6] . However, with the aid of video laryngoscopy view we can see the FOB route and the ETT which can be manipulated using a curved Magil forcep (Fig 3) .
In conclusion, we described two cases of successful tube exchange procedures both a FOB and a C-MAC video laryngoscope in patients with facial bone fractures.
We recommend this method for difficult airway management especially when FOB use alone may be difficult.
